Introduction: Elderly people aged over 75 years with multifaceted care needs are often in need of hospital treatment. Transfer across care levels for this patient group increases the risk of adverse events. The aim of this paper is to establish knowledge of quality in transitional care of the elderly in two Norwegian hospital regions by identifying issues affecting the quality of transitional care and based on these issues suggest improvement measures.
Introduction
Transitional care and patient handover are important areas addressed by WHO [1] to ensure quality in health care services. Coleman & Boult [2] consider transitional care as a set of actions designed to ensure the coordination and continuity of health care as patients transfer between different locations; for example, from hospital to nursing homes or between different levels of care within the same location, such as the hospital setting. The quality of health care services is captured by six key dimensions: (1) safe and avoids injuries to patients; (2) effective and follows best practice; (3) patientcentred and is responsive to the patient needs; (4) deliver in a timely manner; (5) efficient at low costs; and (6) equitable, just and fair in distribution [3] . International literature has identified the components vital to ensuring quality in transitional care as communication among involved professional groups across different levels of care, transfer of information and care responsibility of the patient, coordination of resources, training and education of staff, and education and involvement of the patient and family [4] [5] [6] . Patient handover is a key element in transitional care and can be defined as 'handover of patient information, communication between involved health care personnel and transfer of care responsibility' [6] .
A vulnerable group of patients often in need of transitional care is elderly patients aged over 75 years with multifaceted care needs due to chronic diseases, physical disabilities and cognitive impairments and polypharmacy [7] [8] [9] . Moving across health care settings thus increases the risk for this group of patients for receiving fragmented care and experiencing adverse events due to such things as confusions about medication, lack of follow-up care and inadequate patient and carer preparation for transitional care [10, 11] . Other reasons for discontinuities of care include delayed or absent information and communication, inaccuracies in information exchange and ineffective planning or coordination of care between care providers [12, 13] . These are all issues that increase the risk for rehospitalisation, adverse medical events and even mortality [14, 15] . Patients and their carers are most often the only common factors moving across different levels and sites of care. Involvement and participation of the elderly in transitional care have thus been suggested as one way of preventing adverse events and improving the quality of transitional care [16] [17] [18] .
A set of potential intervention types has been suggested to address current risk factors and improve quality in transitional care (of the elderly). However, current evidence is scant and inconclusive. The intervention types identified in the literature include profession-oriented interventions (e.g. education and training), organisational interventions (e.g. transfer nurse, discharge protocol, discharge planning, medication reconciliation, standardised discharge letter, electronic tools), or patient-and next-ofkin-oriented interventions (e.g. patient awareness and empowerment, discharge support) [19] .
The Norwegian health service system comprises specialist health care and municipality health and care services. Specialised health care is provided in stateowned hospitals and organised into four regional health authorities. The municipalities are responsible for providing health care and social services to everyone in need. Municipality health care services to the elderly are provided in nursing home facilities and as homebased care services [20] . In 2012, the Coordination Reform was implemented in Norway to improve transitional care [20] . One main issue in the reform is improving coordination of health care services and ensuring that patients and service users experience continuity of care and high-quality services. The Coordination Reform introduces a binding system of agreements on the distribution of tasks and handover of information, including direct requirements for the organisation of admission and discharge processes and cooperation between municipalities and health authorities.
The aim of this paper is to establish knowledge of the quality of transitional care of elderly patients (>75 years) in two Norwegian hospital regions and to suggest relevant improvement measures. Two research questions are addressed: (1) What are the key challenges for quality in transitional care of the elderly? (2) Based on these challenges, what are the relevant improvement measures to promote quality in transitional care of the elderly?
Methodology Design
This paper is based on a case study research design employing participant observation [21, 22] . Case study is a useful research design for investigating a phenomenon in a real-world context, in particular when the boundaries between context and phenomenon are unclear, and when there are many variables of interest involved [21] . Transitional care of elderly patients across primary and hospital health care in the Norwegian contexts is a field with multiple contexts and many stakeholders involved for which the case study research design seems particularly relevant.
The study was conducted in mid-2012 in two Norwegian hospital regions, one rural and one city-based, selected based on a most dissimilar strategy. Both cases are situated in the same Regional Health Authority in Norway. A case consists of one hospital along with its associated nursing homes and home-based nursing services:
. Case B consists of a relatively large city-based university hospital (approximately 7000 employees) and three relatively large city-based nursing homes with associated homecare services in one municipality.
Two types of transitions were studied in the two cases: admission and discharge. The admission transitions included acute admissions of elderly patients to the hospital from a nursing home or from home with home-based care services. Discharge transitions included discharge of elderly from hospital to a nursing home or home with home-based care services.
Patients included in the study are elderly patients (>75 years) receiving health care in the municipality (nursing home or home-based care services) with hip fracture (upper femur) or a general medical diagnosis (e.g. pneumonia, chronic obstructive pulmonary disease, chest pain, stroke, etc.) and poly-pharmacy (more than five medications). Patients with cognitive impairments were included if they fitted with the other inclusion criteria. Health care personnel in the study were involved in the admission or discharge transitions of the studied patient group. A detailed description of the study design and methodology is presented in Aase et al. [22] .
Participant observations
Participant observation [23] of admission and discharge transitions included open-ended conversations with patients, next of kin and involved health care personnel, and was carried out by two independent researchers (third and fourth author) from March to October 2012. Both researchers conducted data collection simultaneously in the two case study sites, using a thematic observational guide adapted to admission and discharge transitions. The guide was based on extensive literature reviews [6, 19, 24] and covered the following themes: structures and plans, coordination with other care providers, interdisciplinary collaboration, documentation and information, coordination and communication with patient and next of kin, and context and improvement areas. Observational field notes were written consecutively during the observational period by the two researchers [22] .
On admission, the researcher observed the patient handover from ambulance paramedics to health care personnel in the emergency department and continued to observe the patient in the emergency department until patient handover to the medical or orthopaedic hospital ward occurred. The observation ended with the researcher conducting a short conversation with the patient and/or next of kin the first or second day after admission to the hospital ward. In each observation, the researcher observed the interaction, coordination and dialogue (written and oral) among involved health care personnel (paramedics, nurses and doctors), patient and next of kin. The researcher conducted short conversations with health care personnel on the day of admission to have them clarify aspects of the current admission and evaluate the quality of the admission process.
Observations of discharge transitions started at the hospital ward in the morning, the day of expected discharge, and included conversations between the researcher, the patient and health care personnel involved in the current discharge process. The researcher observed the interaction, coordination and dialogue (written and oral) among the health care personnel (nurses, doctors and physiotherapist), patient and next of kin. Short conversations were performed with nurses and doctors both in hospital and in primary care in order to clarify important aspects with the hospital discharge and to evaluate the discharge transition. In order to map follow-up care (i.e. where the patient was staying, possible readmissions and transitions, etc.), short follow-up conversations (face-to-face or via phone) were conducted with patients, next of kin and health care personnel (during the one-to two-day period post-discharge in the rural area and 30-day period post-discharge in the city area) [22] .
Data material
An overview of the data material related to participant observations of hospital admission and discharge is presented in Table 1 .
Admissions
Seven observations involved orthopaedic patients, while 14 observations were undertaken with patients admitted with a medical diagnosis such as chest pain, pneumonia, urinary infection, dehydration, bad health condition, syncope, fall, stroke, diarrhoea and deliria due to medication. The patients had several additional diagnoses, such as heart disorder, high blood pressure, stroke, kidney failure, various forms of cancer, chronic obstructive pulmonary disease, dementia, depression and confusion, and functional disabilities such as hearing loss and trouble with walking. Patients were between 80 and 90 years and used between 2 and 14 medications on admission. In the rural area, next of kin were rarely present in the emergency department, while their presence was more common in the city area. Patients spent one to three hours (on average, two hours) in the emergency department in the rural area, while in the city area patients spent two to seven-and-a-half hours (on average, 4.6 hours). In 18 of the 21 admission transitions, the physicians in the observations were in training and had been working in the emergency department from one week up to one year. Admission normally involved transferring the patient from home with homecare or nursing home to ambulance, from ambulance to triage in the emergency department, from triage to treatment unit in emergency department and from the treatment unit to the hospital ward.
Discharge
Seven observations involved orthopaedic patients diagnosed on admission with hip fracture, while 13 involved patients with a medical diagnosis on admission (chest pain, pneumonia, urinary infection and urinary sepsis, heart attack, malnutrition, arteritis). They had several additional diagnoses, such as chronic obstructive pulmonary disease, kidney failure, heart failure or heart disorder, dementia, cognitive impairment, dizziness and hearing loss. Patients were between 75 and 97 years, and they used between 5 and 18 medications at discharge. The number of days spent in hospital varied from 2 to 23 days at the most. Three patients had no next of kin. Two patients lived in a nursing home facility prior to admission, while 18 patients lived at home. Of those living at home, 14 received homecare. In the city area, 11 patients were discharged to a short-time stay in a nursing home or to an intermediate care unit. In the rural area, three patients had to spend additional days in hospital after they were considered ready to be discharged. Hours of observations in hospital in each patient case varied between two-and-a-half and nine hours. There were from one to five patient transfers during the 30 days follow-up period in the city area. Patients were transferred from a short-time stay in a nursing home to a rehabilitation unit; some got a permanent place in a nursing home; and some went home with homecare. During the 30 days follow-up period, two patients were readmitted to hospital, one was admitted to hospital with a new diagnosis and two patients died.
Data analysis
Our analytical approach to the observational data has been inspired by Malterud's first step total impression in a systematic text condensation tradition [25, 26] . A total impression of the qualitative data requires the researcher to read with an open mind from a bird'seye perspective all pages with transcripts, and then ask which preliminary themes (usually four to eight themes) can be identified in the material. Malterud argues that the data analysis will benefit from being conducted by more than one researcher. Each researcher will then read the text transcripts, identify and list preliminary themes which will be discussed and negotiated by all the researchers involved. A particular focus will be to discuss the contents, the meaning and the labels of the preliminary themes, how they relate to each other and to the research questions and whether there are disagreements between the researchers [25, 26] . According to Malterud [25, 26] , a total impression of the data represents an important analytical step for organising qualitative data, where the derived themes can serve as the results of the analytical process. Well-chosen citations from the data can then be used to illustrate the themes and be presented in a table. The analytical process of this paper is conducted according to such a framework [22] .
The observational field notes (233 pages) were read by each of the members of the research team from a bird's-eye perspective (four of the authors) to create a total impression and to identify preliminary themes in the data. In addition, an external researcher (second author), who had neither been involved in developing the observation guide nor taken part in the participant observations, participated in the analytical process by reading the observational notes to identify preliminary themes with belonging sub-themes in the data. All five researchers met at a one-day seminar for analysis discussions. The primary goal was to discuss and explore nuances in the data and themes, their meaning and how these could be used to shed light on the core research objective. The overall aim of the analytical approach was to get an overview of the data on transitional care between primary and secondary health care services, identify and agree on themes and subthemes in the data, and to suggest and discuss This article is published in a peer reviewed section of the International Journal of Integrated Care improvement efforts to support quality in transitional care of the elderly in the Norwegian setting. Following the one-day seminar, the first author systematically reviewed the observational field notes to identify data elements related to the negotiated themes and subthemes.
Results
Study results show that transitional care of the elderly consists of six main challenges (themes) in which quality is at stake. Quality was impaired by a lack of systematic information exchange between health care professionals and next of kin and limited involvement and preparations for transitions of patients and next of kin. Health care professionals lacking professional, system and role competence, difficulties related to information exchange between health care professionals, lack of sufficient staffing and elderly patients experiencing multiple transfers and challenges related to assessing the patients' clinical conditions were other challenges. Table 2 displays the six challenges with 20 belonging sub-themes, using examples from the observational field notes to display details from the rural and city regions.
In the following, we will describe the six main challenges influencing the quality of transitional care of the elderly in more detail.
Next of kin
Not all patients included and observed in the study had next of kin, but for those that did, next of kin played an important role. They provided important information about the patient's health condition, advocated proper health services provided and supported the patient with self-care, both during admission and discharge. In the rural area, family members were rarely present in the emergency department as the hospital is up to several hours drive from some of the belonging municipalities. Despite their important role, next of kin needed to request information from health care professionals in both admission and discharge transitions about the patient's health condition, medications, surgical operation and follow-up in the municipality. They were often not informed about and prepared for the patient's hospital discharge and they questioned whether the patient actually was ready to be discharged. Family members often had high expectations for the care their relatives should receive in the municipality. They put pressure on health care personnel to provide suitable care in accordance with the patient's needs and wishes, which the municipality was not always able to meet.
Patient characteristics
Most patients in the study had a main diagnosis (hip fracture, chronic obstructive pulmonary disease or a general medical diagnosis) and several additional diagnoses on admission. These were in combination with symptoms such as chest pain, fatigue, nausea, diarrhoea and disabilities such as hearing loss and trouble with walking. On admission, the patients often presented diffuse or vague symptoms, giving them a lower priority and longer waiting time in the emergency department. At discharge, the elderly patients commonly experienced confusion, tiredness, dizziness, anxiety, pain and trouble with mobilisation. Post-discharge infections such as urinary infection and anaemia were also reported. Patients appeared satisfied with information and professional competence and care during hospitalisation, but many were dissatisfied with waiting time on admission and some patients wanted to have a say regarding services and level of care after hospitalisation. Patients were unprepared for discharge and the possibilities for multiple transfers between locations in the municipality during the postdischarge period.
Health care personnel's competence
There existed formal routines for admission and discharge transitions between the hospital and the municipality in both the rural and city regions. Physicians working in the emergency department were in training and, thus, inexperienced with admission transitions. Geriatrician could be requested during hospital admissions in the city area to ensure proper clinical assessment of the patient, while no geriatrician was available in the rural area. At hospital discharge, the chief physician and ward nurse decided when treatment was completed and patient was 'ready for discharge'. The chief physician approved the medical discharge summary, often written by a physician in training. At discharge, the common challenges for nurses and physicians were a lack of familiarity with their patients and their medical history, lack of familiarity and competence with the legal requirements and routines for the transition processes, e.g. delaying notifications to the municipality at discharge, and limited awareness and understanding of the role and functions of municipality health care services.
Information exchange
Information was transferred in three ways in admission and discharge transitions: oral, written and electronic. The patient's next of kin had a key role in providing necessary information about the patient to health care personnel, in particular at admission. However, Family members are rarely present in emergency department due to long travel distances (Admission).
Support 'There was a long time to wait in triage, I was happy to be there, it is necessary for my mother-in-law to feel safe' (Admission daughter-in-law) 'They often suggest to use taxi to transport my mother. I think she is not able to take a taxi alone… When she is discharged I drive her to where she is going (Discharge, son).
'I was relieved that he was transferred to a nursing home… he fell twice the night before he was admitted to hospital. They said he will stay 2-3 weeks in the nursing home before going home, but I don't understand how it will work (Discharge, wife).
Information brokering
'Family members can provide hospital with information about the patient that is not documented in health records. We know the patient, what is normal and not' (Discharge, son-in-law).
Patient characteristics
Level of satisfaction 'They should not admit that many patients at the same time, when they cannot take care of them. They should … prioritise those who need it most' (Admission, woman 86). 'It went fast from they decided that I was ready to be discharged until I was leaving. It was like I had to get dressed and get out' (Discharge, woman 87).
Dissatisfied with information from nurses and physician about medications, operation, discharge and follow-up (Discharge).
Level of insecurity
'Can't I stay some more days … but, I can't stand on my foot yet, it hurts so much …when do I have to leave? … oh not today!' (Discharge, woman 97) 'It is not right to move us -you get disoriented…. suddenly you wake at night and think: Where am I?' (Discharge, woman 86 in nursing home). 'I'd wanted to go home if it wasn't for the dizziness' (Discharge, male 87).
'The patient is scared of falling.' (Discharge, hospital nurse)
Complex clinical conditions
Hip fractures, chronic obstructive pulmonary disease, arteritis, cancer, migraine, diabetes, epilepsy, pneumonia, stroke, confusion, depression, Parkinson's disease, dementia in combination with chest pain, malaise, fatigue, nausea, diarrhoea and disabilities (Admission). Confusion, tiredness, dizziness, anxiety, pain, trouble with mobilisation (Discharge).
Health care personnel's competence
Professional competence
Physician in training's decision to perform a medical examination during hospitalisation is overruled by the chief physician and the patient is reported ready to discharge (Discharge).
System competence 'Orthopaedic patient reported ready for discharge by nurse when routine says this should be done by the physician' (Hospital discharge, nurse). Notification of patient's hospital admission sent to municipality after one week when routine says 24 hours (Discharge).
'They don't call the number they have been provided with, but rather call directly the homecare services… the hospital is to call 24 hours before discharge …homecare nurse had to call the hospital to request if the patient was discharged today or not'(Discharge, homecare nurse).
Continues
This article is published in a peer reviewed section of the International Journal of Integrated Care Physicians hand over responsibility for patient's pain relief to municipality. '…they have to do something' (Discharge, hospital physician). 'A patient has been admitted several times to hospital because of chest pain…when the patient feels the pain at night, he gets anxious, calls the emergency number and is admitted via the municipality emergency clinic, as they don't know the medical history' (Discharge, general practitioner).
Information exchange
Oral Paramedics provide information to the nurse at the monitoring room (Admission). Information about the patient's condition, care needs, medications transferred through a telephone conversation (nurse to nurse) at hospital discharge (Discharge).
Paramedics provide oral information to nurse about vital functions bedside (Admission) 'We are good at calling the hospital to provide information when patients are admitted; the hospital doctors can improve their contact with the municipality doctors' (Discharge, general practitioner).
Written 'Medication 'as before'! How can I know what medication the patient was on? I had to call the hospital.. the medication curve used in the hospital was sent by fax by a nurse' (Discharge, hospital nurse). 'The hospital discharge summary did not contain information about the patient's fall or that the patient was complaining about pain in his jaw' (Discharge, municipality patient coordinator).
'The nursing report is missing… but we know the patient well, so it is ok and not necessary.. but they have reduced the dosage even though the note from the GP says that this dosage is to be increased' (Discharge, nurse). 'Lack of information about why they start new medications and why they change dosage on other prescribed medications' (Discharge, general practitioner).
Electronic 'Gives fast access to relevant information to assess the patient's need for health care' (Discharge, municipality patient coordinator). 'There are often delays in making the hospital discharge papers accessible in the municipality system' (Discharge, ward nurse).
Papers and medication lists were often available through the computer system before the patient arrived at the hospital or during the time in emergency department (Admission).
No system for electronic transfer from hospital to municipalities (Discharge).
Context Stability When the discharge decision has been taken, a message is sent to the municipality. Within three hours the municipality coordinator is to contact the ward to inform about to what location and when the patient can transfer (Discharge). A municipality patient coordinator is responsible for assessing the patient's needs for assistance and coordinating care across providers and locations, and ensure dialogue with the patient and/or the patient's next of kin (Discharge). 'As a patient coordinator I have the responsibility for about 260 service users and it is difficult to remember all the handover processes' (Discharge, municipality patient coordinator).
'I believe the hospital could initiate more meetings…it costs the hospital money when the patient is readmitted.. Of course I could have initiated meetings myself but it is an effort to organise during a busy day' (Discharge, general practitioner).
Variability '10 patient overlay at the hospital ward, patients have their bed in the corridor' (Discharge, ward nurse). 'Five admissions and eleven discharges on the same day' (Discharge, nursing home physician). 'The patient was left to herself for a period in triage; there were only two nurses on the shift' (Admission). 'You can see they are busy, we might receive incomplete discharge summaries… and they do not correspond with hospital documents' (Discharge, nursing home nurse).
'The drive from the care home to the hospital took two hours on a bumpy road)' (Admission, paramedic). 'It was hectic when the patient arrived, ….receiving three patients from hospital that day, and they all arrived at the same time early on the evening shift' (Discharge, nursing home nurse).
Continues
International Journal of Integrated Care -Volume 14, 8 May -URN:NBN:NL:UI:10-1-114780 -http://www.ijic.org/ This article is published in a peer reviewed section of the International Journal of Integrated Care the timing of delivery of information varied and information was at times missing (e.g. lack of nursing report on admission, documentation of tests and results at discharge) or unclear (e.g. the patient's current medication). For the health care personnel at the receiving end, this caused frustration and additional time spent to gather necessary information about the patient's health condition, former medical history and medications. The hospital nurses had a key role in coordinating the exchange of information during handovers. At discharge, they were in telephone contact with the municipality patient coordinator, the receiving unit in the municipality and the patient's next of kin informing about the patients' health condition and the discharge. In contrast, general practitioners, in particular, in the rural area called for improved information exchange between physicians in the hospital and the municipality. A lack of fully integrated computer systems across hospital and municipality was perceived as a substantial challenge. To remedy this, the discharge summary followed the patient at discharge in addition to being sent by post.
Context
Summer holidays, low staffing levels and heavy workloads due to overlay of patients impacted on the time available for patient care and preparations of admission and discharge transitions. Patients experienced several transitions during hospital admission (from home with home-based care or nursing home, to ambulance, to emergency department). Some patients, on Change incentives 'The short-time nursing home takes pressure off the municipality in terms of clarifying medications and assessing the patient's care needs' (Discharge, ward nurse nursing home). 'Nursing home wards are measured based on their activity, which means that they lose money if they have available rooms' (Discharge, ward nurse in nursing home).
'They are at the boundary of formalising cooperation between the municipalities in the region. There are no clear plans or routines for how this is to be done' (Discharge, nursing home nurse).
Number of patient handovers
'Multiple transfers between locations after hospitalisation (short-time stay in nursing home, nursing home, rehabilitation) make patients confused even though they are not cognitive impaired' (Discharge, nursing home nurse). 'It was a coincidence; the patient was transferred here because we suddenly had a bed available' (Discharge, nursing home nurse).
'The patient was picked up at the care home, transported to the ambulance central in the municipality, moved to a new ambulance due the staff shift' (Admission, paramedic)
Patient assessment
Complex clinical picture 'The patient arrived at the emergency department without next of kin, could not speak for him/herself, lacked identification papers, and did not collaborate due to anxiety and cognitive impairment' (Admission).
'The patient was not well the first time he was sent home. He had trouble breathing and difficulties with walking. He was readmitted in less than one week after discharge. Now the second time he is admitted, they have changed medications and he is much better' (Discharge, homecare nurse).
Patient description
'The hospital has a tendency to consider that the patient needs a higher level of care than is appearing after discharge' (Discharge, municipality patient coordinator). 'We often receive patients that are not suitable for rehabilitation … there are few short-time nursing home places available. The patient coordinator often reports that the patients are better than they actually are' (Discharge, nursing home nurse).
Clinical assessment
'When the (medical) problem is diffuse, there is a lower priority, waiting-time increases, and there is trouble with taking care of the patient's needs when they stay for a long time in triage' (Admission, nurse). 'The nurses did not read her journal regarding her medical history, medication and earlier treatment… they did not know she was unable to eat the food they served..' (Admission, daughter).
'The patient fell at home because of dizziness and broke the hip. The patient is on several medications to lower the blood pressure. I miss that they (hospital) did a complete assessment of the patient's medications' (Discharge, nursing home nurse).
This article is published in a peer reviewed section of the International Journal of Integrated Care admission, were left unattended by health care personnel for longer periods of time due to a rush of patients to the emergency department. In the rural area, the geographical distance patients had to be transported by ambulance induced challenges related to long transport time. At the hospital wards, there was pressure on available beds. Especially, patients with hip fracture in the city area spent few days in hospital, while patients with a medical diagnosis spent from one to three weeks.
When patients were discharged from hospital, they quite often experienced several transitions between care provider locations. In the city area, a short-time nursing home unit received patients ready for hospital discharge to avoid prolonged hospital stays. The patients stayed there until they were transferred to a rehabilitation unit, nursing home or home. Decisions on transferring patients to available beds were made at weekly meetings at nursing homes or in meetings between patient coordinator and Head of Health in the municipality. In the rural area, there was inter-municipal collaboration to increase the flexibility of receiving patients who were ready for discharge from hospital. This included municipalities 'buying' nursing home places from each other based on capacity. In the rural area, general practitioners called for stronger interorganisational collaboration between the hospital and the municipality both in admission and discharge transitions.
Patient assessment
On arrival at the hospital, elderly patients with co-morbidity and age-related impairments presented a variety of symptoms. Patients often spent several hours in the emergency department before being clinically assessed by a physician. This caused trouble for nurses taking care of the patient's basic needs (such as food and medications) and was delaying medical assessments and the patient's transfer to a hospital ward. At discharge, there was no systematic assessment of the patient's cognitive and functional status. This was at times not only caused by hospital personnel (physicians, nurses) lacking familiarity with the patient's illness history (despite long-term hospital admittance), but was also due to the fact that the patient was considered 'ready for discharge' for the primary diagnosis and was being transferred to the municipality. Professionals attended to the current disease, paying limited attention to earlier diagnosis and polypharmacy. The receiving personnel in the municipality often appeared uncertain of the current health condition of the patient and what the most appropriate health care services would be.
Improvement measures
As our results have indicated, achieving quality in transitional care of the elderly entails addressing a variety of challenges that are interconnected. The results do not indicate any relative importance of some of the themes and sub-themes over others (Table 2 ). This in turn leads to complexity in the planning and design of measures suited for improvement. In Table 3 , we have presented a set of improvement measures related to each of the themes and sub-themes based on our observations of admission and discharge transitions. We then discuss the relevance of these improvement measures using existing research and literature as support.
Next of kin
Improvement measures addressing next of kin focus on standardising routines for information exchange with next of kin, organising meetings with next of kin to plan follow-up care and encouraging next of kin to stay with the patient during admission and discharge transitions. These efforts are based on an observed lack of systematic information exchange between health care personnel and next of kin, limited involvement in and preparations of next of kin for transitional care. The research literature also documents the role of family members in articulating patients' needs, providing practical support and ensuring the avoidance of adverse events [16, 24] . Next of kin may also experience pressure to take an extended responsibility for the patient in the transitional care process, thus inducing stress [27] . The argumentation for the suggested improvement measures addressing the role of next of kin is built on a need for preparing next of kin for their vital role during transitional care. This therefore involves giving them proper information, inviting them to care planning meetings and prolonged participation in admission and discharge transition practices [28] . Advancing these improvement measures will require stronger awareness from health care personnel and a redesign of care delivery in order to provide staff with competence, capacity and time to attend to family members and to support an organisational culture conducive to involving next of kin in transitional care [29] .
Patient characteristics
To address patient characteristics, we suggest improvement measures focusing on informing and preparing patients for time delays on admission and possible multiple transitions post-discharge, preparing patients in a timely manner for hospital discharge and providing information to the patient and next of kin of the symptoms indicating infection, deteriorating conditions and whom to contact. The elderly patients in this study presented a variety of symptoms, experienced time delays in hospital admissions and displayed unpreparedness and insecurity regarding transitional care at discharge. The suggested measures therefore address the elderly patients' particular need for information, advice and preparedness for transitional care. A systematic literature review by Piraino et al. [30] reported that elderly patients over 80 years of age with co-morbidity often have age-related impairments, such as tendency to fall, walking disability, weight loss, vision and hearing problems. They experience a greater need for assistance the first weeks after hospitalisation, and are at risk for repeated hospitalisations [7, 31, 32] . Patients who are functionally impaired are also found to be less likely to participate in discharge planning [16] . Patient-centred transitional care programmes [28, 33] focus on efforts to inform and prepare patients for hospital discharge, to advise patients and next of kin on how to manage their health conditions and symptoms, and how to seek help or assistance because of deteriorating health, in particular, if the patient is discharged to home. These strategies seems particular relevant to enhance the elderly patient's sense of control during transitional care, to improve self-care and symptom management after hospitalization and to reduce the risk of rehospitalisation [24, 30, 34] .
Health care personnel's competence
To improve health care personnel's competencies, we suggest staff training in handover practices, Context Stability Organise regular inter-organisational staff meetings to ensure feedback on the quality of admission and discharge transitions.
Variability
Ensure staff stability to avoid high work pressure.
Change incentives Standardise routines for patient transitions between municipality and hospital.
Number of handovers Inform staff about risks associated with multiple handovers of elderly patients. Reduce the number of patient handovers during 30 days after hospitalisation.
Patient assessment
Complex clinical picture Design and organise staff training related to common clinical symptoms in elderly patients with co-morbidity and poly-pharmacy.
Patient description
Design and organise staff training in handover communication.
Clinical assessment Organise systematic assessment of elderly patients' medical, cognitive and functional health status in admission and discharge transitions.
This article is published in a peer reviewed section of the International Journal of Integrated Care inter-organisational staff meetings for knowledge dissemination related to handover routines and to ensure mutual understanding of tasks and responsibilities for patient care during transitional care. These efforts were based on observations of health care personnel lacking professional, system and role competence concerning elderly patients in transitional care, and lack of arenas for developing and exchanging knowledge across care providers. Published literature reports that health care personnel receive little or no education and/or training in transitional care practices described as a weakness in the health care system [14, 35] . Teaching handover competencies (knowledge, attitudes and skills) have been reported to improve health care personnel's ability to identify errors and improve their knowledge and competencies about patient handover and transitional care [19, 35] . Stoyanov et al. suggests workplace learning as an integrated part of clinical practice and redesign of the ward environment as useful means to stimulate particular handover attitudes and effective handover practices [14] . Job rotation and discussion platforms are other ways of developing mutual understanding of professionals' roles, tasks and responsibilities among health care staff across care levels [36] .
Information exchange
Efforts to improve information exchange include delivering timely verbal reports, developing standardised routines for exchange of complete, written handover information and implementing web-based transfer of key patient information during handover. These measures were based on observed difficulties related to information exchange between health care personnel within or between locations in the admission and discharge transitions. Similarly, research studies report that nursing and physician referral documents often miss or lack vital medical information at hospital admissions [37, 38] . At discharge, information is often incomplete, unclear and delayed, or missing the patient's symptoms, functional level and home situation, and the tasks and responsibilities of involved health care personnel [37, 39] . Standardising routines and procedures for patient transitions can reduce the costs and the time spent on communication and can improve information exchange between involved stakeholders [40, 41] . Still, Patterson [40] emphasises opportunities for direct questions and answers between involved personnel in transitional care, and not solely relying on exchange of written and/or electronic information. The oral update contributes to ensuring quick analysis, sense-making and planning for the transition, which is not easily conveyed in a checklist.
Context
Key improvement efforts that address the context focus on organising regular inter-organisational staff meetings to ensure feedback on admission and discharge transitions, standardising routines for patient transitions between municipality and hospital, ensuring staff stability, informing staff about risks associated with multiple patient handover and encouraging efforts to reduce the number of transitions after hospitalisation. The elderly patients in the study experienced several handovers both in hospital admission and discharge, and many of them had relatively short hospital stays. Heavy workloads on staff and variation in the extent municipality and hospital had standardised routines for patient handover played vital roles. The research literature also points to the fact that shortened hospital stay often induces the need for more extensive health care services in the municipality [37] . Multiple patient handovers further increase the risk of experiencing adverse events [28] , and therefore require a strong professional commitment to patient care at both the transferring and receiving end, irrespective of how longstanding the relationship with the patient has been and will be [42] . Sufficient staffing and expectations from leaders that professionals take a strong responsibility for the patient during transitional care are emphasised in the literature [42] . Patient transitions are variable in contents and process, and standardisation of handover routines across units and levels of care can be one way of reducing variability in handover processes [40] . However, standardisation of routines requires awareness among professionals that generic standards must be adapted to local contexts and units, that there needs to be flexibility in the system to handle non-routine cases or situations, and there needs to be feedback systems to assess current priorities and the quality in transitional care [40] .
Patient assessment
Following measures are suggested to improve patient assessments: staff training related to common clinical symptoms in elderly patients with co-morbidity and poly-pharmacy, staff training in handover communication and standardised clinical assessments of the patient's medical, cognitive and functional status. The observed elderly patients had complex clinical conditions, in some cases difficult to assess for clinicians. The research literature documents that elderly patients with comorbidity and poly-pharmacy are unstable and vulnerable, calling for clinical expertise in combination with comprehensive assessments, and continuous and multidisciplinary care in order to maintain health and function [7] . Proactive geriatric consultations, including interdisciplinary and patient-centred approaches,
show benefits in terms of elderly patients using fewer medications at discharge, having less functional decline and lowering the short-term mortality rates [7, 43] . Training of health care personnel to improve competencies to ensure proper inquiries about patient status and how to verbally present good descriptions of patient problems will also be important to advance clinical assessments of elderly patients in admission and discharge transitions [42, 44] .
Discussion
The current study uses real-time observation of transitional care practices for elderly patients in hospital admission or discharge in a Norwegian context. The analysis of the observational data identifies current challenges and belonging improvement measures. This study provides a description of the complexity of transitional care of the elderly that provides a powerful framework for addressing interventions to improve current practices.
Few studies have documented the quality issues influencing transitions in the interface between primary and specialist health care services [19] , and, in particular, there is a lack of studies with a specific focus on the elderly patients with co-morbidity and poly-pharmacy. This study suggests that when addressing transitional care of this patient group, it is not sufficient to focus on single topics like information exchange and/or patient involvement. Also less-studied topics, like context, health care personnel's competence, elderly patients' characteristics and clinical assessments, play vital roles. This study was conducted during 2012 following the implementation of the Coordination Reform in Norway, a macro-system initiative to improve transitional care across care levels [20] . This study identifies variation in contexts and how two regions (rural and city) have adapted by adjusting their handover practices to the requirements of the reform. Our results point to a particular need to focus on the potential stressful impact of multiple transitions between care providers for the elderly patient group involving comorbidities and diffuse clinical symptoms.
A range of possible improvement measures have been presented where increased competence of health care personnel in transitional care practices and inter-organisational staff meetings across units and levels of care are considered useful to improve several of the identified quality challenges (i.e. health care personnel's competencies, information exchange, context and patient assessment). Such measures can be viewed as educational-or profession-oriented efforts necessary to develop knowledge and skills to improve quality in transitional care [19, 35] . We also suggest measures that are patient-and next-of-kin-oriented focusing on information, involvement and preparation of patient and next of kin for upcoming transitions. Considering the multiplicity of challenges and improvement measures identified in the study, the results can serve as a useful framework to guide future efforts to improve clinical practice in transitional care of the elderly.
In future research, we suggest implementation studies of the recommended improvement measures, addressing their feasibility for improving quality in transitional care of the elderly. Studies exploring transitional care of other vulnerable patient groups with a similar methodological approach could represent another natural extension of this research. In particular, it would be of interest to study transitional care of patients with severe mental illnesses and long-lasting support needs across primary and specialist health care services [46] . Future research should also address the interconnectedness of the challenges and measures identified in this study.
Interviews, focus groups and concept mapping are methods used to study transitional care in previous literature [14, 36, 45] , while the use of real-time observations has been less common [22] . Our approach has been inspired by a methodology [47] consisting of an observer following a patient and next of kin through a selected care experience. The observational data material from field notes and short conversations with health care personnel, patients and next of kin in transitions provide a rich picture of the multiple quality challenges influencing transitional care of elderly and therefore acts as a useful framework for developing improvement measures.
This study has some potential limitations. Observations were conducted in two Norwegian hospital regions, with more data collected in the city area than in the rural area. We therefore need to be cautious in generalising our findings to other Norwegian hospital regions and to other countries. Our results are consistent with main tendencies identified in recent research, thus indicating that the study results might be useful also in other contexts and settings. For instance, the European FP7 Handover Project, a cross-national study involving six countries, identifies characteristics that facilitate or hamper transitional care (e.g. time constraints, lack of prioritisation of discharge communication, pressure on available hospital beds and variability in the involvement of patient and next of kin) [45] . Our analytical approach has focused on continuously validating the observational data both during data collection and analysis. We have used a systematic text condensation approach described by Malterud including several steps [25, 26] . This study and its results are based on the first step ('total impression') of Malterud's approach. Continuing the analysis with further in-depth analyses of the observational and conversational data material will be conducted and reported to further validate the findings of this study [22] .
Conclusion
This study has mapped the current challenges influencing quality in transitional care of the elderly in a Norwegian context. The results display a complex and interconnected picture of challenges that should be addressed through multiple improvement measures. The analytical approach based on observational data to create a complete picture of quality in transitional care of the elderly addresses a major knowledge gap in the literature, i.e. the lack of real-time studies of transitional care practices. Implementing some or several of the suggested improvement measures identified in this study may contribute to building health care personnel's handover attitudes, knowledge and skills across levels and units of care. This again may act as a first step in supporting organisational cultures that continuously focus on quality in transitional care of the elderly.
